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Organized care in general practice: structure and 
evaluafibn 
Patients with asthma require a considerable amount 
of time and expertise in order to manage and cope 
with their disease. Having made the initial diagnosis, 
health professionals then need to initiate therapy, and 
educate the patient to use this with appropriate 
delivery systems and how to recognize and act upon 
episodes of uncontrolled asthma (l-7). Adequate 
follow-up and audit of the provision of asthma care is 
also the responsibility of the providers. Achieving all 
this is clearly impractical during an average, 6-min 
consultation in general practice or, for that matter, in 
hospital outpatient departments; therefore, there is a 
clear need for a team approach in order to utilize 
expertise of individuals providing asthma care. 
Organized asthma care in general practice has 
flourished in the last 10 yr, largely due to increased 
levels of training and deployment of nurses in this 
field by centres such as the National Asthma and 
Respiratory Training Centre (Warwick, U.K.), and 
partially due to the implementation of the Chronic 
Disease Management (CDM) programme in primary 
care. The hospital model of a ‘clinic’ is one way of 
delivering organized care. However, in general prac- 
tice, patients do not necessarily appreciate regimen- 
tation in this way and we need to be more flexible in 
our approach; for example, by providing opportunis- 
tic follow-up and adjustment of asthma therapy when 
patients present with other problems (an average of 
four times a year in the U.K.) (8). The study reported 
in this issue by Dickenson et al. (40) demonstrates one 
of the major problems encountered by others (9,lO) 
when trying to persuade patients to attend a regular 
clinic - only 68% of their high-morbidity patients 
attended a clinic appointment for review at 12 
months. 
The needs of health professionals delivering care 
and those of people with asthma differ. While doctors 
and nurses may consider asthma as a potentially 
severe life-threatening illness, many patients do not. 
As a result, problems with non-adherence to medi- 
cation advice are often identified; some patients are 
found to be deliberate non-compliers (ll)! Evans, in 
his excellent editorial (12), identifies the complex 
skills required of the health professional as well as 
three main tasks for patients and their families in 
coming to accept and deal with their asthma: (i) 
learning about asthma and what this illness means 
to them; (ii) learning about medication, using the 
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devices, and recognizing and controlling attacks; and 
(iii) learning ‘to manage key relationships so that 
both patient and family can live normally, active 
lives. This means learning to talk with school teachers 
to get support for carrying out the child’s treatment 
plan at school, or managing family relationships to 
minimize disruption of activities or relationships with 
siblings. For children, it means learning to explain 
asthma to peers and overcome teasing or exclusion 
from games. For adults with asthma, it may involve 
talking with employers about controlling environ- 
mental irritants and using asthma medicines in the 
workplace. These issues are often critical to the 
success of a preventive treatment strategy, yet they 
are rarely addressed by clinicians unless patients 
bring them up’. 
The team approach adapts well to utilizing the 
skills of various individuals in delivering asthma care 
along the lines suggested by Evans (12) in general 
practice; however, the difficulty in demonstrating its 
value, particularly the problems related to identify- 
ing objective outcomes (13), continues to impede 
researchers. As a result, many studies on this subject 
focus on measurable (and not necessarily useful or 
valid) outcomes. For example, Dickenson et al. (40) 
aimed to investigate whether attendance at a nurse- 
run asthma clinic influenced an increase in the use of 
inhaled therapy for patients with poorly controlled 
asthma. They found that patients were prescribed 
more prophylactic therapy and less bronchodilators, 
while morbidity and compliance appear to have 
improved 1 yr after attending the clinic. The 
interpretation of this data is not as clear cut as the 
authors suggest. 
This particular practice has a stated policy of 
targeting asthma clinic care to severe asthma patients 
(identified through the use of a morbidity index (14), 
recent hospital admission or emergency nebulized 
&agonist bronchodilators), and the study popu- 
lation comprised motivated patients who were 
already willing to attend the clinic. Some practices 
identify and target particular patients in this way for 
asthma care, because of their high workload and the 
need to conserve resources. In my view, this is false 
economy; everyone with asthma should be reviewed 
from time to time, unless they are in remission. This is 
borne out by a recent study on 351 hospital admis- 
sions for uncontrolled asthma (base population of 
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11 249) which concluded that there is a need for 
surveillance of all, not just severe, asthmatics (15). 
Due to the selection bias in Dickenson et al. (40), 87% 
of patients studied were already prescribed inhaled 
steroids and, given that the nurses and doctor were 
adhering to the British Asthma Guidelines (BTS) 
(16), it is not surprising that the remaining 13% were 
prescribed inhaled steroids and that there was a 
three-fold increase in those prescribed salmeterol 
after attending the clinic. The fact that 13 extra 
patients were prescribed inhaled steroids does not 
prove that they benefited from the intervention. We 
do not even know if they took the medication; after 
all, the compliance (unusually defined by the authors 
as the level of prescribed medication) only increased 
by 7.8 percentage points - this is not necessarily a 
reflection of a change in patient behaviour. 
The validity of the morbidity index used by these 
authors is also in doubt. The 79 patients classified as 
having severe morbidity at entry to the study had 
reduced to eight patients 1 yr later; however, many of 
these classified as having ‘low morbidity’ were using 
more than three puffs of their reliever drugs per day. 
The authors have highlighted a number of possible 
explanations for this discrepancy; however, most 
asthma researchers would take this as evidence of 
poor control or high morbidity. 
With the best will in the world, it is difficult to 
eliminate sources of bias when conducting large-scale 
and multicentre studies on the provision of care 
(17,18). In my editorial, I have used the paper by 
Dickenson et al. (40) published in this issue, to 
demonstrate some of the difficulties and pitfalls of 
research aimed at demonstrating the benefits of 
organized care within general practice. This is an 
extremely complex subject, particularly the difficulties 
in discovering useful outcome of asthma education 
and care. 
A team approach may be helpful in screening for 
and subsequent diagnosis of childhood asthma by 
utilizing methodology that has previously been found 
effective (19-26). Other studies have reported on 
successful delivery of care through clinics in general 
practice with favourable outcomes such as reduced 
numbers of asthma attacks (6,27) and integrated 
hospital/practice (where patients are invited to choose 
between routine outpatient appointments and attend- 
ing their own general practitioner) (28,29). Team- 
work, involving administrative staff, doctors and 
nurses, focusing upon patient education through self 
management plans has been studied (10,17,30-35), in 
some cases within an organized clinic in general 
practice (17,36-39). It seems apparent from the pub- 
lished research referred to above, as well as the 
collective experience of interested GPs, that organized 
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care in general practice is beneficial. However, we 
are uncertain which aspects of, and the extent 
to which, this care contributes to the outcomes. 
The challenge for the future is to develop adequate, 
objective measures to determine the effect and value 
of providing organized care within general practice. 
M. L. LEVY 
National Asthma and Respiratory Training Centre, 
Warwick, UK. 
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